Foster Family Home - Corrective Action Report
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6.(d)(1) Comply with all applicable requirements in this chapter; and

Comment:

6.(d)(1) Home visit on 1/3/2017 for recertification of a 3-bed where there is a transfer of primary caregiver (PCG) from one
PCG to the other. No corrective action required. Home is eligible for a 1 year 2-bed certification.
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